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pends chiefly on the nervous susceptibility of the individual. Some 
aching in the back may be complained of, as in pelvic operations, but 
this is generally relieved by change of posture. If the change of 
posture does not answer, a hot water-bag or hot salt applied to the 
back will generally give immediate relief. 

Retention of urine occasionally follows, and sometimes it will be 
found desirable to use a catheter. This complication, however, is met 
with less frequently after excision than after any of the other operations 
which aim at the same result. 

The very unreserved manner in which Mr. Whitehead commends 
this method of dealing with piles will undoubtedly induce its adoption 
in many cases by other surgeons.' Reference to the report of hospital 
work by Dr. Weir,of the New York Hospital (see page 515 of this num¬ 
ber) will show however that the same good results will not always be 
obtained by others as are reported by the Manchester surgeon. The 
number of operations reported by the latter, over three hundred, will 
strike one as singularly great. One cannot help think that a consider¬ 
able proportion of them would have been successfully relieved by less 
heroic measures, such as carbolic acid injections, in the hands of 
American surgeons. In the more aggravated cases, in which the 
method by injection is insufficient, and the choice of procedure must 
be made, between ligation, the clamp and cautery, and radical exci¬ 
sion, there is much in the reasoning and experience of Whitehead and 
Lange to commend the method by excision to trial. 

L. S. Pilcher. 


KROENLEIN ON THE OPERATIVE TREATMENT OF ACUTE DIF¬ 
FUSE PUTRID-PURULENT PERITONITIS.' 

On the basis of an address two years ago, including three operative 
cases of his own, and the publication of Mikulicz ( Volkmann's 
Satnmlung, No. 262, Dec., 1885) who had independently followed a 
similar line of thought, Prof. Kronlein, of Zurich, enters a plea for ac¬ 
tive interference in the class of cases indicated by the title above, 

VArchiv. f. klinische Chirurgie, 1SS6, Bd. 33, HfL ii. 
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Since the supposed exceptional vulnerability of the peritoneum has 
been disproved and the abdominal cavity been found to react to air 
like other cavities, one abdominal organ after another has been in¬ 
cluded in the realm of operative surgery. 

Only ten years ago G. Wegner (Fifth German Surgical Congress, 
1876) remarked that he and his contemporaries had doubtless all been 
reared in the fear of the Lord and the peritoneum—but could then add 
that the peritoneum had ceased to be a surgical “noli me tangere.” 

Though, said Wegner, the chances of wound-treatment here are 
under normal conditions so unusually favorable, though the peculiar 
arrangements of this cavity prevent an otherwise unavoidable suppu¬ 
ration and putrefaction, yet should pus or ichor penetrate the perito¬ 
neal sack from outside or develop therein from unusual circumstances, 
the picture is quite reversed. In this case the wound loses its be¬ 
nign character, and in most cases becomes vitally dangerous. Weg¬ 
ner attributed the chief importance in such cases to the rapid absorp- • 
tion of putrid fluids by the enormous serous surface and the conse¬ 
quent blood-poisoning. The enormous absorptive power of the 
peritoneal cavity here dominates the whole scene. In contrast to the 
danger of fatal septicaemia the secondary peritonitis in such Jntraperi- 
toneal putrefaction, suppuration and fecal extravasation'is rather in its 
action accessory, and in its nosological significance much less promi¬ 
nent. 

Clinical observation tends to fully support these deductions of Weg¬ 
ner—mostly from experiment—since these exudations are far more 
dangerous than analogous ones into other body-cavities, producing 
septic infection with a rapidity unequalled in any other part of the 
organism. 

As to whether diffuse suppurative peritonitis is ever recovered from 
is difficult to answer. The diagnosis may lack proof, and an explora¬ 
tive aspiration is inadmissible where the exudation lies behind intes¬ 
tines or mesentery. It is certainly one of the severest acute diseases, 
and when from perforation or rupture, admits only in the rarest cases 
any hope of recovery. Such being the case, it was natural that in 
this era of abdominal surgery operative treatment should be suggested 
and essaye d. 
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It was natural that in those cases of diffuse septic peritonitis fol¬ 
lowing an operation, as laparotomy, the operator should reopen the 
wound, clear out the exudation and disinfect. There the diagnosis is 
usually clear, the prognosis bad unless something is done. In a few 
such cases the results achieved by Keith, Wells, Tait, Peaslee, 
Schroder, and others have been sufficiently encouraging to warrant 
imitation. A step further in the same line is the operation for sudden 
so-called idiopathic and perforative peritonitis. The credit of apply¬ 
ing the modern rules of oncotomy as expressed by the axiom, “Ubi 
pus, ibi evacua,” to the purulent and putrid-pui ulent exudations in 
these forms of peritonitis he gives to very recent times—this without 
ignoring the work done in former periods. Past efforts have been di¬ 
rected either to the relief of a symptom, as in aspiration of accumu¬ 
lated fluid, or to the discharge of encapsulated pus after the inflam¬ 
matory stage had been successfully withstood. 

The dangers of active interference are very great. The quick, 
deep collapse and the enormous prostration of the patient, the diffi¬ 
culty of an exact diagnosis—whether spontaneous or perforative peri¬ 
tonitis, or acute intestinal occlusion (ileus)—the complicated topo¬ 
graphical relations of the abdominal cavity, the adhesions and 
inflation of intestinal loops, the multilocular dissemination of the 
exudation between intestines, mesentery and lower pelvis, and finally 
the difficulty or perhaps impossibility of finding and closing an exist¬ 
ing perforation, all these it must be acknowledged make the pros¬ 
pect of success from an operation a priori very small. On the other 
side, however, this is overbalanced by the imminent danger to life. 

In 18S2 E. Rose, according to Leyden, operated unsuccessfully in a 
case of diffuse peritonitis. In 1883 Tait advocated laparotomy and 
was able to record some success. In one of Mikulicz’s cases—lapa¬ 
rotomy three days after perforation—a cure resulted. Kronlein re¬ 
lates three cases with one success. 

1. Vigorous blacksmith, set. 17. Suddenly attacked with pain in 
ileo-ccecal region, obstipation, vomiting—from the second day of foecal 
matter, etc. The diagnosis lay between perforative peritonitis and in¬ 
testinal occlusion. Collapse. Laparotomy on third day. Incision 
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in linea alba. Small intestines distended, hypertemic and covered 
with a thin fibrinous layer. Omentum, intestines, etc., lightly adherent 
to a pus cavity in right iliac region. A band of omentum seemed to 
have compressed the lower end of the ileum and thus perhaps have 
caused the ileus. The fteculent pus was removed, the cavity sponged 
with 2‘/j% carbolic and the drawn out loops of intestine next the 
pus washed with like solution. The perforated vermiform appendix 
was doubly ligatured, as also a bit of mesentery. After thorough 
cleansing of all parts the abdomen was closed without drainage: The 
patient slowly reacted. No further vomiting, no evacuation of bowels, 
no fever. Death from collapse a little over two days later. This he 
believes to have been the first case of resection of the vermiform dur¬ 
ing the acute stage of peritonitis. 

2. Diffuse putrid-suppurative peritonitis. Laborer, tet. iS. After 
eating freely of cherries—swallowing the pits—he was attacked by 
griping and vomiting. Symptoms of peritonitis gradually developed. 
Obstipation. Great tympanites. Special sensitiveness to left of um¬ 
bilicus below which latter there was some dulness. Finally, vomiting 
of faeculent material and severe prostration. Laparotomy on 9th day- 
incision from umbilicus to symphysis, the wound edges gaping wide 
and intestines filling the opening. These were highly injected and 
coated with fibrinous material. A feculent stench rose from the cav¬ 
ity and sanguino-serous fluid (lowed off. Exudated material was 
found everywhere on separating adhesions, in some places thick pus, in 
others sero-fibrinous fluid and again, notably in pelvis and dependent 
spaces, putrid faeculent matter. No occlusion nor perforation, and not 
even the vermiform itself could be found. Despite the apparent hope- 
lesness he carefully washed out and wiped off the exudation with 
% of bichloride. The wound was dosed by deep lateral and super¬ 
ficial sutures. No drainage. Duration of operation one and one- 
fourth hours. Ether had to be repeatedly injected meanwhile. No 
further spontaneous vomiting. Milk and wine could be retained by 
the second day. Bowels moved on the third day. From 4th to 14th 
profuse stinking diarrhoea, but free from pus. Improvement, however, 
continued. Great hunger; full diet after fourth week. In perfect 
health when seen three and a half months later. 
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3. Workman, tet. 67. Sudden attack. Laparotomy on 5th day 
without narcosis. A perforation was found in the jejunum and the 
usual condition in perforative peritonitis. The opening was closed by 
Lembert’s sutures and the general cavity cleansed and disinfected with 
% of bichloride. Death the following night. A couple of smaller 
ulcerations were discovered at the autopsy, but their nature re¬ 
mained uncertain—neither typhoid nor tubercular. 

Kronlein’s first operation was in February, 1S84, the other two in 
1883. Wm. Browning. 



